INTRODUCTION
A seven-year-old male was referred for consult at the oral & maxillofacial surgery & implantology section of the hospital due to a large asymptomatic left maxillary mass resulting to a noticeable facial asymmetry. Clinical examination showed a solitary bony hard swelling on the left posterior maxilla exhibiting buccal and palatal expansion. Tooth mobility of the left premolars and absent permanent molar are likewise noted ( Figure 1 ). CT scan showed an enlarging mass on the left posterior maxilla exhibiting an amorphous ovoid opacity surrounded by a defined radiolucent border overlying the crown of a permanent molar displacing the maxillary sinus floor without perforating it. (Figure 2 ) Based on the initial diagnostics considered impressions where ameloblastic fibro-odontoma and calcifying epithelial odontogenic tumor. Patient was admitted, prepared, once cleared underwent surgical enucleation of the mass under GETA via an intra-oral Lefort 1 incision, the mass was then submitted for histopathologic examination. 11 months after the operation (Figure 3) , both clinical and radiographic findings show no sign of recurrence.
Histologic examination revealed a benign tumor composed of ameloblastic islands amidst a cellular fibrous background (Figure 4) , and areas showing dentin formation. (Figure 5 ). Histomorphologic features were consistent with an ameloblastic fibro-odontoma.
As listed in the updated 2017 WHO classification of benign odontogenic tumors and cyst, a handful are considered calcifying types of epithelial or mixed lesions. 1 In a review by Augello et.al. regarding AFO the prevalence is set at 1-3.4% among odontogenic tumors with no gender predilection equally found on either jaw but is seen more occurring in the molar regions also associated with an impacted tooth. 2 Generally seen with a mean age of 11.5 years which together with the complaint of an asymptomatic growing mass together with the distinct calcification on diagnostic imaging can be considered an important criterion for considering AFO.
2 AFO is currently recognized as part of the histologic spectrum of developing odontomas, although it is argued that in some cases of AFO neoplastic changes may be possible specially with large AFO. 3 AFO has histologic features identical to ameloblastic fibroma (AF) with a hard tissue component consisting of dental hard structures. 1 The AF component is the "soft tissue" component", while the "hard tissue" component contains a calcifying component composed of enamel and dentin structures.
1,4 AFO is described in its WHO (World Health Organization) classification as a lesion similar to AF, and both have been defined as hamartomatous lesions, believed to be stages of odontoma formation. 2, 5 Similar to what most authors suggest this case of a large AFO was primarily managed conservatively with enucleation, reserving more ablative surgery for rare cases of recurring AFO as well as confirmed malignant transformations. 
